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Realising the health and wellbeing of adolescents
Investing in adolescents’ health and development is key to improving their survival 
and wellbeing and critical for the success of the post-2015 development agenda, 
argue Laura Laski and colleagues
A
dolescence is a critical stage of life 
characterised by rapid biological, 
emotional, and social develop-
ment. It is during this time that 
every person develops the capa-
bilities required for a productive, healthy, 
and satisfying life. In order to make a healthy 
transition into adulthood, adolescents need 
to have access to health education, including 
education on sexuality;1 quality health ser-
vices, including sexual and reproductive; 
and a supportive environment both at home 
and in communities and countries.
The global community increasingly recog-
nises these vital needs of adolescents, and 
there is an emerging consensus that invest-
ing intensively in adolescents’ health and 
development is not only key to improving 
their survival and wellbeing but critical for 
the success of the post-2015 development 
agenda.2  The suggested inclusion of adoles-
cent health in the United Nations secretary 
general’s Global Strategy for Women’s and 
Children’s Health is an expression of this 
growing awareness and represents an 
unprecedented opportunity to place adoles-
cents on the political map beyond 2015. 
Ensuring that every adolescent has the 
knowledge, skills, and opportunities for a 
healthy, productive life and enjoyment of all 
human rights3 is essential for achieving 
improved health, social justice, gender 
equality, and other development goals.
We argue that the priority in the revised 
Every Women Every Child Global Strategy 
needs to be giving adolescents a voice, 
expanding their choices and control over 
their bodies, and enabling them to develop 
the capabilities required for a productive, 
healthy, and satisfying life. We call for a 
global, participatory movement to improve 
the health of the world’s adolescents as part 
of a broader agenda to improve their wellbe-
ing and uphold their rights.
Methods
This paper is based on the review of evi-
dence based inputs received from public 
consultations conducted by the Partner-
ship for Maternal, Newborn and Child 
Health and expert meetings organised by 
the UN Population Fund (UNFPA) in 2015 as 
part of the  UN secretary general’s Global 
Strategy for Women’s, Children’s and Ado-
lescents’ Health. The consultations brought 
together leaders in adolescent health from 
governments, civil society organisations, 
UN agencies  (including H4+, a partnership 
between UNAIDS, UNFPA, Unicef, the 
World Health Organization, UN Women, 
and the World Bank that helps countries 
improve their health services for women, 
children, and newborns), donors, academ-
ics and other researchers, private sector 
organisations, and young people and built 
consensus on priority actions needed to 
protect and promote the health of adoles-
cents and youth. 
Health challenges faced by adolescents 
Adolescents have benefited less than 
younger children from the “epidemiological 
transition” that has reduced all causes of 
mortality among children.3  In 2012, an esti-
mated 1.3 million adolescents died mostly 
from preventable or treatable causes.4  We set 
out the major health problems below.5 
Injuries and violence
Unintentional injuries are a leading cause of 
mortality and morbidity during the second 
decade of life. Road traffic injuries are the 
top cause of death among adolescents, with 
some 330 adolescents dying every day.
An estimated 180 adolescents die every 
day from interpersonal violence.5  At least 
one in four boys aged 15-19 said they had 
experienced physical violence since age 15.6 
Worldwide, up to 50% of sexual assaults are 
committed against girls under 16, and some 
30% of girls aged 15-19 experience violence 
by a partner.4 Moreover, many girls’ first sex-
ual experience is forced and coerced.
Mental health and self harm
Although half of all mental health disorders 
in adulthood start by age 14, most remain 
undetected and untreated. Depression is the 
top cause of illness and disability among 
adolescents, and suicide is the leading cause 
of death among adolescent girls aged 15-19 
and the third cause of death among all ado-
lescents 10-19 globally.4
Communicable and non-communicable 
diseases 
Childhood immunisation has brought down 
adolescent deaths and disability signifi-
cantly,4  but common infectious diseases that 
have been a focus for action in young chil-
dren are still killing adolescents. For exam-
ple, diarrhoea and lower respiratory tract 
infections are estimated to rank second and 
fourth, respectively, among causes of death 
in 10-14 year olds globally.4  Adolescents who 
are sexually active have the highest rates of 
prevalent and incident human papillomavi-
rus (HPV) infections, with 50-80% having 
infections within three years of initiating 
sexual intercourse.7 
The health related behaviours that under-
lie major non-communicable diseases usu-
ally start during adolescence: tobacco and 
alcohol use and diet and exercise patterns 
potentially leading to overweight and obe-
sity. These habits could affect the morbidity 
and mortality of adolescents later in their 
lives as well as of future generations. Anae-
mia, resulting from rapid growth during ado-
lescence combined with a lack of iron, affects 
girls and boys and is the third cause of years 
lost to death and disability.4
Maternal mortality and morbidity
In low and middle income countries high 
adolescent birth rates reflect both a lack of 
opportunities available to girls and vulnera-
bilities they experience during adolescence 
and beyond. Every day in developing coun-
tries, 20 000 girls under age 18 give birth. 
Girls under 15 account for two million of the 
annual total of 7.3 million new adolescent 
mothers; if current trends continue, the 
number of births to girls under 15 could rise 
to three million a year in 2030.8
Pregnancy, whether intended or not, puts 
adolescents at risk of death and injury, 
including conditions such as obstetric fistula. 
Maternal mortality is the second leading 
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cause of death among adolescent girls aged 
15-19 years.4  Around 11% of births worldwide, 
or an estimated 16 million, are to girls aged 
15-19,9  10  and very young mothers are the 
most likely to experience complications and 
die of pregnancy related causes.11  Adolescent 
girls have high rates of complications from 
pregnancy, delivery, and unsafe abor-
tion.4 10 12  The consequences have implica-
tions for future generations, as newborns and 
infants of adolescent mothers are at higher 
risk of low birth weight and mortality.13  Gaps 
in the fulfilment of sexual and reproductive 
health undermine the achievement of gender 
equality, drain household incomes and pub-
lic budgets, lead to poor health and educa-
tional outcomes, lower productivity and 
labour force participation, and result in 
missed opportunities for economic growth.14
HIV-AIDS
Although there has been a 43% decline in 
new HIV infections among adolescents since 
2000, globally, there are twice as many new 
infections as deaths from AIDS.14  In 2013, an 
estimated 2.1 million adolescents between 
the ages of 10 and 19 years were infected with 
HIV. In 2014, HIV/AIDS was estimated to be 
the second leading cause of death globally.4 
Adolescents, especially adolescent girls, are 
the only population group for which AIDS 
related deaths are not falling.15  Young 
women and adolescent girls are dispropor-
tionately vulnerable and at high risk.16
Interventions to protect and promote health 
In the past 20 years, governments and the 
international community have made clear 
commitments to adolescents and their 
health.1 4 5 8-10 17 18 Evidence shows that posi-
tive health outcomes for adolescents 
require intervention from not only health 
but other sectors, including education and 
workforce.
To ensure adolescents have a voice, choice, 
and control over their bodies and are enabled 
to develop the capabilities required for a pro-
ductive, healthy, and satisfying life, global 
efforts should focus on reducing adolescent 
deaths and morbidity and creating a support-
ive legal and social climate for positive ado-
lescent development. Key interventions need 
to span the health sector to social determi-
nants of health, to other actors such as par-
ents and community members. Based on an 
analysis of problems and opportunities, we 
suggest the following priority actions:
•	 Health education, including comprehensive 
sexuality education—Adolescence is an 
appropriate time to learn about healthy 
diets, the consequences of alcohol and 
substance misuse, resisting peer pressure 
and bullying, healthy sexuality, sexual 
violence, respect for human rights, and 
promotion of gender equality. Promotion 
of and opportunities for physical activity 
should be also included in schools and 
communities
•	 Access to and use of integrated health ser-
vices—As adolescents become sexually 
active, they require an integrated package 
of services, especially sexual and repro-
ductive health services. This includes 
access to an expanded mix of contracep-
tives, including emergency contraception 
and long acting reversible contraceptives; 
safe abortion where legal, and manage-
ment of the consequences of unsafe abor-
tion; maternity care; testing and treatment 
of sexually transmitted infections, includ-
ing HIV testing, diagnosis, counselling, 
care, and post-exposure prophylaxis; and 
care after gender based or sexual violence
•	 Immunisation—HPV vaccination for 10-14 
year olds protects them from developing 
cervical cancer as adults. HPV vaccination 
is also an opportunity to reach adoles-
cents with other interventions such as 
menstrual hygiene, deworming, and 
malaria prevention. Other critical vaccines 
include tetanus booster, rubella, and hep-
atitis B (if not previously vaccinated), 
measles, and meningococcal disease 
(depending on epidemiology)
•	 Nutrition—Developing healthy eating and 
exercise habits at this age are foundations 
for good health in adulthood and protect 
against overweight and obesity. Nutri-
tional supplementation, particularly iron 
and folic acid, is important to prevent 
anaemia and protect the health of their 
future offspring (should they choose to 
have children)
•	 Psychosocial support—Mental health 
problems in adolescence should be 
detected and managed by competent 
health workers.5 Schools and other com-
munity settings can also help in promot-
ing good mental health
Creating health systems suited to 
adolescents
Availability of good quality care and health-
care workers trained to deal with adoles-
cents is critical for delivering effective health 
interventions. Efforts to improve adolescent 
health require health systems that are 
responsive to adolescents.4  Stigma, discrim-
ination, judgmental treatment, lack of confi-
dentiality, and inability to physically access 
services have been shown to be important 
barriers to care.19  Evidence from both high 
and low income countries shows that ser-
vices for adolescents are highly fragmented, 
poorly coordinated, and uneven in quality.4 
Outreach and non-facility based services are 
important to reach adolescents who otherwise 
will not come to the services. Variability in 
quality can be minimised by setting stan-
dards and supporting their achievement.4
Individual, interpersonal, community, 
organisational, and structural factors affect 
how adolescents access care, how they 
understand information, what information 
they receive, which channels of information 
influence their behaviours, and how they 
think about the future and make decisions in 
the present. To improve acceptability and 
quality of health services, health workers, 
particularly primary care workers, need to be 
trained and supported in protecting adoles-
cents’ privacy and confidentiality and in 
treating them with respect and without judg-
ment.4 
Financial and legal barriers also need to 
be tackled. Adolescents may not be covered 
by an effective prepaid pooling arrangement, 
such as insurance schemes, or be able to 
meet out of pocket expenses.20  Financial 
protection to cover the services needed by 
adolescents should be part of universal 
health coverage.4 In some countries, govern-
ments restrict access of adolescents to health 
services, especially sexual and reproductive 
services, by requiring the consent of parents, 
or spouses if they are married. 
Non-health sector interventions
Numerous factors outside the health sector 
protect or undermine the health of adoles-
cents.21 Short and long term risks arise from 
economic (poverty, inequality), sociocul-
tural (gender, early marriage), biological 
(prevalence of malaria, water borne hel-
minths, HIV, etc) physical, environmental 
(such as road conditions, housing, and pol-
lution), legal, and policy factors, but educa-
tion is the principal socioeconomic 
determinant of adolescent health. 
A good education gives young people the 
skills and knowledge to enable them to miti-
gate health risks and to seek health and 
social services when faced with these prob-
lems. The longer a girl stays in school, the 
greater the chances that she uses modern 
contraception if she has sex, and the lower 
her chances of giving birth as an adoles-
cent.17  Early (and often forced) marriage is a 
serious contributing problem to school 
retention and health. Fifty one countries 
have rates of early marriage (before age 18) 
that are above 25%, and nine out of 10 ado-
lescent births take place in the context of 
early marriages.18 Schools must become a 
safe place for girls and should enable preg-
nant girls to pursue their education in a sup-
portive environment.
Adolescents need quality education and 
schooling at least to secondary level. Younger 
adolescent girls in particular may need extra 
support to stay in school, and all adolescents 
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need a range of economic and social assets 
such as financial literacy, life skills, safe 
spaces, social networks, and economic capi-
tal. Vocational training is also important to 
prepare adolescents for decent paid employ-
ment and self employment after they reach 
working age. 
Communities and schools must be 
equipped with safe water and sanitation, 
which promotes good hygiene, and particu-
lar challenges for menstruating girls must be 
addressed. Appropriate spaces and facilities 
for physical activity need to be in place to 
promote and enable safe and healthy exer-
cise practices. 
Parents and tutors have a critical role in 
raising healthy children. In the challenging 
adolescent years, parents need support, 
information, skills, and resources to func-
tion effectively. Investment in support activi-
ties for parents is an important component of 
programmes for adolescents, to prevent 
interpersonal violence and promote good 
mental and sexual health.22 Support (both 
practical and legal) also needs to be pro-
vided for those affected by harmful tradi-
tional practices and violence, including 
trafficking. Over the next five years, interven-
tions must be prioritised for places where 
child marriage is prevalent, including keep-
ing girls in school and equipping them with 
the knowledge and ability to exercise their 
rights as adolescents. Finally, adolescents 
must be given the opportunity to participate 
in decision making and be encouraged to 
participate in the political process once they 
have reached the legal age.
Policies and laws protecting the health of 
adolescents
Adolescents are neither children nor adults; 
their needs can be easily overlooked in poli-
cies. Health interventions for adolescents 
cannot be effectively implemented without 
the appropriate policy and legal environ-
ment and its effective application. In this 
regard countries need to take the following 
actions: 
•	 Enable access to health services—Examine 
and potentially revise current policies to 
remove mandatory third party authorisa-
tion for sexual and reproductive health 
services and adopt flexible policies to 
allow adolescents to be considered 
“mature minors”
•	 Control exposure to unhealthy products—
Enact and enforce laws on use of tobacco, 
alcohol, and illegal substances and food 
policies to reduce exposure to dangerous 
and unhealthy substances (such as raising 
taxes on tobacco and alcohol, prohibition 
of sale to people below an appropriate 
minimum age, prohibiting smoking in 
public spaces, setting lower maximum 
blood alcohol concentration levels for 
young drivers, and regulating marketing 
of foods high in saturated fats, trans-fatty 
acids, sugar, or salt)
•	 Revise and implement laws on child mar-
riage—The minimum age at marriage 
should be universally set at 18 for both 
boys and girls. Exceptions to marry with 
consent from parents should not be 
included in marriage laws. As part of civil 
registration and vital statistics efforts, 
birth and marriage registration should be 
made mandatory
•	 Make adolescents visible in policy formula-
tion and monitoring—Use existing data on 
adolescents from censuses, demographic 
and health surveys, and multiple indicator 
cluster surveys to formulate policy and 
deliver programmes. Dedicated surveys 
such as the global school-based student 
health surveys are needed to overcome the 
lack of data, especially on younger adoles-
cents and other subpopulations of adoles-
cents, such as head of households, those 
living without their parents, domestic 
workers or migrants, refugees, those living 
with disabilities, and trafficked adoles-
cents.
Building a new monitoring framework 
We need a unified platform that allows coun-
tries to come together and pursue a contex-
tually relevant yet common agenda on 
adolescent health. The global strategy pres-
ents just such a platform, convening and 
leading countries in a global call to action on 
indicators related to adolescent health in the 
sustainable development goals accountabil-
ity framework. Four of the sustainable devel-
opment goals include clearly stated targets 
for adolescent health (see appendix on 
thebmj.com for details).
Given the extent of change across adoles-
cence, these health targets must be mea-
sured separately in adolescents aged 10-14 
and 15-19 years so that we can monitor coun-
tries’ progress.
Conclusions
The inclusion of adolescent health in the UN 
secretary general’s Global Strategy on Wom-
en’s and Children’s Health and targets 
directly linked to adolescent health in the 
post-2015 sustainable development goals 
agenda represent an unprecedented oppor-
tunity to step up efforts to adopt policies for 
adolescents. By developing programmes to 
provide them with the skills they need for 
their health and development countries can 
ensure adolescents will contribute fully to 
their societies and develop the judgment, 
values, behaviours, and resilience they 
need to be safe, to end discrimination and 
violence, and to help create and sustain 
national and global peace. In turn, this 
healthy generation will nurture the next so 
that it can participate effectively in a rapidly 
changing globalised world.
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